Summary
The question of how to reduce junior doctors' hours has taxed the government and hospital managers for nearly two decades. Now regional task forces are being asked to get them down to a maximum of 83 a week by 1 April next year. From a comparison of the way in which two different task forces (Northern and North West Thames) have responded to the chalienge it emerges that most units will probably meet the 83 hour deadline by making simple rationalisations. Meeting the next deadline-of a 72 hour maximum by December 1996-wili, however, require radical restructuring of working patterns.
The task forces' chalienge
Exhausted junior doctors could one day, like child labour and limited suffrage, be part of Britain's history. The new deal on juniors' hours, eventually hacked out between doctors' representatives, the royal colleges, and the Department of Health, set 1 April next year as the date beyond which no junior doctor should work more than 83 hours a week.' By -31 December 1996 all doctors should be working less than 72 hours. But, as members of the regional task forces set up to implement the new deal have been discovering, setting targets is one thing and meeting them quite another.
The term task force, with its Falklands war imagery, conjures up expectations of military precision and instant effect. In the context ofjuniors' hours, however, it denotes a small team of doctors and managerschaired by the regional director of public health and including the head of regional manpower, the postgraduate dean, a junior doctors' representative, and a representative from the royal colleges -with no direct power and few resources. Working under tight financial constraints as well as the manpower ceilings imposed by Achieving a Balance,2 the task forces cannot simply employ more juniors to pad out harsh rotas-though Trent's did just that and got away with it.' The Department of Health has given them no direct guidance on how to proceed, the idea being that local difficulties will require individual solutions. Their brief is to gather data on current hours of work, to Problems still remain. The changes have potentially enormous resource implications for nurses-the nursing administration at the Freeman Hospital has asked for £35 000 for employing extra nursing staff to give intravenous drugs. Gillian Moyse, the Northern region's nursing practice facilitator, believes that nurses could make room for more clinical tasks by offloading clerical work on to ward clerks. She is certain that getting nurses to give intravenous drugs will not save money, but it will, she says, improve the service to patients because more of these drugs are given on time if nurses on each ward can give them. It is this patient centred approach that has, she says, turned confrontation between doctors and nurses into a more fruitful dialogue about shared care.
By setting up meetings in units around the region Gillian Moyse hopes to disseminate examples of good practice. In some hospitals all out of hours calls from nurses to junior doctors are filtered by the night coordinator, who deals with some and saves up the others to limit calls to the doctors' bleeps. In North Tees the stroke unit has introduced collaborative care planning, whereby one set of notes is used by all the health care professionals involved in a patient's care. South Tees Hospital is looking at the possibility of a joint training programme for nursing sisters and junior doctors and developing managenaent protocols that would be common to medical and nursing staff.
Consultants digging in
Consultants get a varied press from the task forces and the juniors. Some have been cooperative, others have apparently dug in their heels to the last. Those in teaching hospitals remain largely wedded to the firm structure, each' with its own set of junior staff. Professor Elizabeth Shore, regional postgraduate dean in North West Thames, was amazed at how few departments took advantage of the offer of a fully funded additional consultant post. They tended instead to ask for a staff grade post, justifying it by saying they had "a full complement of consultants." "It's the culture of the gentlemen's club," she said.
But increasing consultant numbers is firmly enshrined in Achieving a Balance, alongside the need to develop a consultant led service. This will mean reversing the ratios of consultants to junior doctors so that consultants are working with fewer tiers of training grade staff. Consultants are understandably worried about this prospect, but Liam Donaldson believes that it will not necessarily mean increasing their workload. "It should not mean more work for consultants, just different work," he said.
New consultants appointed through the new deal or Achieving a Balance should be "activity neutral." This means they should take on work now being done by juniors, such as clinics and ward work, rather than attract new referrals. Consultant posts funded by the junior doctors' initiative must have an impact on juniors' hours otherwise central funding will be withdrawn.
Other changes may help to dismantle the traditional firm structure. Acceptance of the recommendations of the chief medical officer's working party on accreditation and specialisation in Europe would allow specialists-equivalent to accredited senior registrars -to function independently within a flatter career structure rather than report up to consultant staff.
Living conditions
The task forces are also responsible for seeing that juniors' living conditions are improved. Small domestic details can make or break relations between juniors and hospital administrators, and hospitals in BMJ VOLUME 305 !~jV both regions are still failing to provide simple thingslike the possibility of phoning home, change for the vending machine, and a hot meal in the evening-that make life bearable for juniors trapped in a hospital over a long weekend. but leaves the definition of partial shifts vague (box).
According to Andrew Carney, some junior doctors in North West Thames have been doing partial shifts but have been paid as though they are on rotas. Senior house officers working in one paediatric intensive care unit work for two weeks from 9 am to 5 pm followed by two weeks of 24 hours on and 24 hours off duty. "It is a partial shift, though it breaches the 16 hour maximum for continuous duty, but the doctors are being told it is a rota and are being paid as such."
As for the members of the task forces, they could do with limits being set on their own hours. Most have taken on the task force work in addition to their full time jobs, and as the first deadline approaches many seem exhausted and overwhelmed. The Northern region has employed a full time information officer, a move that Deborah Richardson Kelly sees as having contributed to its success. "If something's really important you've got to have good people spending all their time on it," she said. "That's how you get things changed."
Conclusion
"Units have tackled all the problems that can be resolved easily," said Chris Finlan of the BMA's junior doctors' committee. "They are now up against the much more complex problems-split sites, radical changes in working patterns. Attempts to solve them
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